been quite satisfied with the results of the operation, in so far as he had been able to judge. The uterus had remained in excellent position, was freely movable, and was not at all tender.
Until recently he had not had an opportunity of studying the effects of pregnancy after the operation. iHowever, one patient previously sterile, upon whom he had performed the operation in September last, was now in the third month of pregnancy, and so far the gestation was pursuing a perfectly normal course. He also observed that he thought the intra-abdominal operation through an abdominal incision far superior to attempts to rectify uterine displacements by extra-peritoneal or vaginal methods. The chief reason was that it is possible to see what one has to deal with and to deal with it effectively. Upon more than one occasion, when from bimanual examination it had seemed that a uterus was freely movable, he had been surprised to find numerous long and very delicate adhesions present, which bled easily upon ruptuare. These would undoubtedly give rise to further trouble if an attempt was made to operate by the Alexander-Adams or vaginal fixation methods.
Occasionally both Dr. Thomas Wilson and he had fixed the uterus by suture of the round ligaments in front of and to the anterior wall and fundus of the displaced organ, but he did not consider the ultimate result so perfect as regards position.
Gilliam's operation he disliked on the ground that it produces pockets between the round ligaments, uterus, and abdominal wall, into which a loop of intestine may very easily slip. In the few cases where the method had been tried, there certainly had been no trouble, but nevertheless the fear was constantly there, and for this reason it had been given up in favour of the " sling" operation.
Dr. FAIRBAIRN wished to speak only on the indications for the operation. Of Dr. Griffith's clear indications many would be accepted without question, because there were good reasons for an abdominal operation quite independent of ventrifixation; as, when the uterus is retroverted and more or less fixed by adhesions, because of the salpingooophoritis causing fixation; when the uterus is pressed down by a tumour, because of the tumour pressing it down; after enucleation of a fibroid from a retroverted uterus; because of the fibroid, and so on. The inflammatory condition or the tumour is the indication for operation, not the retroversion. In selected cases of prolapse also there' is a place for the operation, but the discussion showed a marked indifference of opinion when an operation was done in cold blood for simple backward displacement. On this point he was in complete agreement with Dr. Munro Kerr, who said the operation should only be done when " absolutely necessary." The problem was to decide when it was absolutely necessary, and he could not help thinking that those who did these operations by the hundred were still living in the mid-Victorian era of gynsecology, when uterine displacements were thought to be of supreme moment in the causation of the ills of womankind. Dr. Ivens's statement that she performed ventrifixation only for cases of backward displacement with symptoms was no help, for what we all wanted to know was, what are the symptoms? When he heard that Dr. Ivens included dyspepsia as one of the symptoms for which she performed ventrifixation, he could only wonder if there were any symptoms that some one or other would not ascribe to these terrible simple backward displacements. How about headache? He would ask Dr. Giles and Dr. Briggs, who had so large a percentage of ventrifixations among their operations, what indications they found for this treatment of simple mobile displacements.
Dr. FARQUHAR MIRRAY reported some observations made by Mr. Bryden Glendining and himself, at Chelsea Hospital for Women, on the alteration in the bladder capacity following the operative treatment of uterine displacements. The cases selected were uncomplicated by any definite cystocele or deficient perineum. The two methods of operation were direct fixation of the anterior uterine wall by stitches to the fascia and shortening of the round ligaments by Gilliam's method or traction of loops directly through the fascia. The capacity was estimated by distension at low pressure with normal saline, the patient herself indicating when the bladder was comfortably full. The results were controlled by bacteriological and microscopic examination of the urine at each observation. The bladder capacity was measured before operation, before discharge from hospital (at least ten days later), and in a few cases one month later. Six round ligament cases and ten fixation cases were examined. Half of each variety showed an increased, the remaining half a decreased, capacity. Average increase, round ligament cases, 7 oz.; average increase, fixation cases, 41 oz.; average decrease, round ligament cases, 2 oz.; average decrease, fixation cases, 61 oz. Two round ligament cases seen one month later showed a capacity greater than that before operation; while of six fixation cases, three showed a capacity greater than their original, but three were distinctly below it (two of them having become worse since discharge).
